Abstract
Airway management during cardiac arrests is a controversial area. There are advantages to the provision of a patent airway with an airway adjunct, especially as this can optimize oxygenation and carbon dioxide clearance as well as facilitate continuous compressions. These advantages come at a potential cost, in particular errors in placement of the devices and interruption to compressions necessitated for insertion. The widespread availability of supraglottic airways (SGAs), their ease of insertion, and their ability to be inserted without interruptions to compressions have meant that the role of the defi nitive airway device -the endotracheal tube -is being challenged. In the previous issue of Critical Care, a study from Japan reported the use of advanced airways in more than 5,000 victims of cardiac arrests. The authors were not able to demonstrate a survival advantage with either SGAs or endotracheal intubation (ETI). They did, however, demonstrate improved outcomes when the emergency life-saving technicians had been trained to perform ETI and when the advanced airway device was inserted earlier.
Th is association between improved outcome and the early placement of an advanced airway is consistent with recently published in-hospital cardiac arrest data in which the best short-term survival was seen in those patients in whom the advanced airway (including ETI or LMA) was placed within 5 minutes from collapse [5] . Th e observation that improved outcomes were seen with better-trained providers is also consistent with studies performed in the in-hospital setting [6, 7] .
As this study was not a randomized controlled trial, there may be unknown confounders. One word of caution about the interpretation of studies with unknown confounders is exemplifi ed by an observational study from Australia [8] . In that study of OHCA, multivariate analysis demonstrated a threefold survival improvement associated with the use of ETI, and this was almost certainly due to the selection of patients more likely to survive [8] .
Kajino and colleagues [1] rightfully point out that their study does not address whether an advanced airway is necessary at all during cardiac arrests. Earlier studies that were unable to fi nd improved outcomes with the use of advanced airways [9, 10] may have had benefi ts outweighed by the adverse eff ects of ventilation, but a recent publi cation from Japan reported that the establish ment of an SGA was actually a signifi cant negative predictor of pre-hospital ROSC [11] .
Unconscious patients requiring intensive care management after cardiac arrest will almost always require an advanced airway at some stage. It is still unclear whether the insertion of an advanced airway during cardiac arrest is necessary. If the decision to manage cardiac arrests by using advanced airways is made, a focus on increased training and earlier insertion seems benefi cial.
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